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A CASE OF
PHLEGMON OF NECK
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SWALLOWED FOREIGN BODY.
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BRADFORD; EAR, NOSE AND THROAT SURGEON, BRADFORD
CITY EDUCATION AUTHORITIES.
WHETHER any foreign body in a bolus of food passes
straight down the oesophagus into the stomach or is caught
in some part of its passage depends on three factors : (1) ’,,
its size; (2) its shape ; (3) its position in the bolus of food.
A smooth foreign body of such a size as to escape notice in
bolting the food by a ravenous eater will almost certainly
pass into the stomach. An irregularly shaped foreign body
-e.g., a dental plate or portions of the flat bones of animals
(shoulder blade or hip bone)-will often be caught in some
part of its passage, more generally in the oesophagus than in
the pharynx. A sharp-pointed foreign body of small size
may be caught at any part of its passage downwards and
perforate the walls of the pharynx or oesophagus if it lies on
the surtace of the bolus of food.
In the majority of cases of perforation of the walls of the
food passages, the foreign body does not succeed in com-
pletely passing through, but is arrested in its passage so
that part of it still remains in the pharynx or oesophagus,
where it can be seen by the indirect or direct methods of
examination, and its extraction more or less easily carried
out. In the remaining minority of cases, where the foreign
body completely perforates the walls, its subsequent removal
depends on whether it can be localised by means of the
X rays or not. If it can be localised, an immediate opera-
tion can be performed and the foreign body sought for in the
indicated position ; otherwise the case has to be carefully
watched, as one may be uncertain whether or not the foreign
body has been swallowed and entered the stomach. It is
notorious, for instance, that many cases come up to hospital
complaining of having swallowed something which has stuck
in their throat. The most thorough examination fails to
reveal any sign of a foreign body ; the symptoms gradually .
abate, and in a few days the patient has entirely forgotten
the accident.
Once perforation of the pharyngeal or oesophageal wall
has taken place inflammatory changes are set up from
infection of the connective tissue spaces and an abscess
results. This may occur even after the foreign body has
been removed. Patterson ’ reports a case of a woman who
swallowed a fish-bone and reported at hospital two days
later, saying it had stuck in her throat. No bone could be
seen either with the mirror or the oesophagoscope. Next
day a fish-bone was vomited up. Two days later there was
a swelling in the neck, and five days afterwards pus was
evacuated by a free incision behind the sterno-mastoid.
Gantz relates a case of abscess of the neck due to swallow-
ing a small piece of bone, which was removed from the left
sinus pyriformis ; three days later signs of an abscess of the
neck began to appear, from which offensive pus was subse-
quently evacuated ; the case ultimately recovered after
showing signs of an oesophageal fistula. If the posterior wall
of the pharynx is perforated spinal meningitis may be caused,
as in the following interesting case reported by Marschik.3
A girl, aged 4, accidentally swallowed a needle, which
was seen sticking in the posterior pharyngeal wall ; it was
broken during extraction and a part left behind. The parents
insisted on taking the child home, and did not come back
until a week had elapsed, when the child was readmitted
with fever and stiffness of the neck. An X ray photograph
showed the remaining fragment of the needle, half a centi-
metre in length, in the retro-pharyngeal space. An attempt
to extract it with forceps failed, though a small area of bare
bone on the vertebral column was discovered. External
pharyngotomy from the right side was performed, and a
fistula, 2 em. deep, found in the corresponding disc. After’
some difficulty the fragment was found and extracted, and
the child recovered for the time being and was sent home
three weeks after the operation. Six weeks later she was
admitted to another hospital with signs of meningitis,
from which she died in a few days. Autopsy showed a
fistula between the bodies of the third and fourth cervical
vertebral communicating with the spinal canal and causing
pachymeningitis and then leptomeningitis. There was also
a large abscess in the right frontal lobe which had ruptured
into the ventricle, and several small abscesses in the left
frontal lobe.
A2ctltor’s G’aso.
Mrs. X.. aged 47, was admitted to the Bradford Royal
Eye and Ear Hospital on March 29th, 1919, complaining of
having swallowed a piece of glass which had stuck in her
throat. A broken jar of marmalade had been delivered at
her house, and having cleared it, as she thought, of all
fragments, she hastily ate some bread and marmalade at
11.15 A.lVI. She experienced a sharp cutting pain in the left
side of the throat, and immediately went to Dr. Glen
Parker, of Bradford, who sent her up to hospital at once.
I saw her at 2 P.M., and she was then firmly convinced that
the piece of glass was sticking in her throat. I examined
her very carefully both by direct inspection from the
mouth and by the laryngoscopic mirror, but could see no
trace of a foreign body; there was, however, a little blood-
stained mucus in the hypopharynx on the left side. She was
then examined with the oesophagoscope, again with a nega-
tive result, except for a little blood-stained mucus in the
oesophagus. Even if a piece of glass had been embedded
in the wall of the pharynx it would probably have been
very difficult to see, as by its refractive properties it would
have taken on the colour of the medium by which it was
surrounded.
As I was not satisfied with the result of the examination I
kept her in hospital under observation. She continued to
complain that the fragment was still in her throat, but had
no other symptoms until the evening of April 5th, when she
had a temperature of 99.6&deg; F. The following evening it was
100.2&deg;. I saw her on April 7th and found that she had a
brawny swelling of the left side of the neck along the
anterior border of the sterno-mastoid muscle, with its most
prominent part about the level of the lower border of the
thyroid cartilage. Examination with the laryngoscopic
mirror showed considerable (jedema and some bulging of
the left lateral pharyngeal wall as far down as the com-
mencement of the oesophagus, and slight collateral oedema
of the left ary-epiglottic fold; the whole area was bathed in
thin stinking pus, which conferred a very foul odour on the
breath.
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OtMTMtMM.&mdash;Chloroform was administered, and to avoid an
unsightly scar an almost horizontal incision was made over
the most prominent part of the swelling, having the
anterior border of the sterno-mastoid muscle at its centre.
The anterior edge of the muscle was defined and a pair of
sinus forceps pushed cautiously in. Almost immediately a
quantity of extremely faetid pus was evacuated. The opening
of the abscess cavity was enlarged and the cavity explored
with the finger. I then felt what I took to be the foreign
body lying in the angle between the vertebral column and
the lowest part of the pharynx. A pair of dressing forceps
was introduced and a piece of glass, a quarter of an inch
long and less than an eighth across at its widest part,
brought to light when they were withdrawn. A drainage-
tube was inserted and dressings applied. The foetid dis-
charge ceased in three or four days, and the patient was
discharged cured on April 27th.
In this case it was thought at first that the patient had
swallowed the foreign body completely, as nothing could
be seen except a little blood-stained mucus, with either the
mirror or the cesopbagoscope. Further, no help could be
expected from the X rays, as glass is transparent to them.
It is fortunate that she was kept under observation, and
further, that the foreign body was discovered in the abscess
cavity.
References.-1. Proc. Roy. Soc. Med., Laryngol. Sect., vol. ix., 60.
2. Monatschr. f. Ohrenheilk. u. Laryngo-rhin., xlviii. Jahrg., 183.
3. Ibid., xlvii. Jahrg., 104.
RETROGRADE INTUSSUSCEPTION OF JEJUNUM
THROUGH STOMA OF GASTRO-
JEJUNOSTOMY.
BY RICHARD WARREN, M.D., M.CH., F.R.C.S.,
SURGEON TO THE LONDON HOSPITAL, E.
As a very rare and late sequela of gastro-enterostomy the
following case appears worthy of record. 
’
E. S., male, aged 61, admitted April 2nd, 1919, to London
Hospital for hsmatemesis.
Past /Mst(M-!/.&mdash;Thirteen years ago underwent gastro-jejunostomy at another hospital for gastric trouble, with
very good result; remaining well for 12 years. One year
ago be began to have abdominal pain after meals and vomit-
ing, which relieved the pain. There were intervals of
remission of these symptoms of as much as a month. Two
days before admission he had a worse attack of pain,
associated with hsematemesis, which continued till his
admission to hospital.
Present state.-A very sick patient, with abdominal facies.
Pulse 100. Repeated vomiting of large quantities of blood-
stained dark fluid, not so thick and clotted as is usual in
hsematemesis; the dark colour suggested the presence of
bile, but being seen at night this was uncertain. The
abdomen was flaccid, and a vague elongated mass could be
felt above and to the left of the umbilicus; this mass struck
one as being too soft to be a peptic jejunal ulcer with adhesions
about it.
Emergency Z<tpa)’otown/.&mdash;A few adhesions of the transverse
colon to the abdominal wall were separated, the stomach and
pylorus appeared normal in front. Turning up the stomach
to examine the stoma the distal loop of the jejunum coming
from the stoma was found to be turgid and purple for
8 inches, at which point the entrance of a retrograde intus-
susception was found. The intussusception passed up the
turgid distal jejunal limb, its apex projecting about 3 inches
into the stomach through the stoma, and was, in fact, the
elongated swelling felt through the abdominal wall. The
intussusception was reduced without great difficulty, and
had started apparently about a foot below the stoma. The
reduced gut was very oedematous and purple, but at no point
could any thickening suggestive of ulceration be felt, and
the gut appeared viable; the abdomen was closed. Duration
of operation 20 minutes.
After history.-After a slight brown vomit the next day the
patient improved till the seventh day, when respiration
became rapid, and he began to bring up offensive sputum,
and finally died on the tenth day.
Post lrcortena.-The lungs were in a condition of severe
broncho-pneumonia with many abscesses; the abdomen,
except for slight plastic peritonitis about the site ofmtussusception and remains of bruising of the gut, was
normal.
The gastro-enterostomy as seen at operation proved to
be in excellent order, of good size, and well planned. The
reason of the retrograde intussusception and its relation to
the late dyspepsia and vomiting does not appear certain. At
any rate, there was no evidence of a peptic jejunal ulcer
"before or after death.
Weymouth-street, W.
Reviews and Notices of Books.
The Priotciples and Praetice (If Obstetrios. By JOSEPH B.DE Principles and M.D., Professor of Obstetrics at theDB LEU, A.M., fessor of bstetrics at 
North Western University Medical School. With
949 illustrations, 187 in colour. Third edition,
thoroughly revised. London and Philadelphia : W. B.
Saunders Company, Ltd. 1918. Pp. 1089. 36s.
IN the third edition of this very complete work a thorough
revision has been carried out. As the author remarks in his
preface, although, owing to the war, progress in obstetrics has
been slow, yet this has not been altogether a disadvantage
since it has given time for the investigation and confirmation
or rejection of recent contributions to this branch of medical
science.
Further experience of Abderhalden’s method of diagnosing
pregnancy has led to the conclusion that little of practical
value is gained from this complicated biochemical test. If
it is negative in the hands of a competent chemist it speaks
against pregnancy, but not absolutely. If it is strongly
positive, in a case of doubt one might lean a little towards
the diagnosis of pregnancy. This appears to us a correct
summing up of the value of what after all is a test of little
clinical importance. A very interesting account is given of
the use of nitrous oxide and oxygen in labour cases, and
while not unduly enthusiastic over the method the author
states that he uses it very frequently for suitable cases, and
recommends it. In this connexion we are interested to see
that Dr. De Lee is not in favour of twilight sleep, and states
that it is being used as a routine in only a very few hospitals
in America. As he rightly says, it requires on the part of
the attendant a high degree of obstetric skill apart from his
ability properly to conduct the seminarcosis. It demands
the constant attendance, or at least proximity, of the
accoucheur, and if it is to be properly administered a well-
equipped maternity hospital. He is convinced that its
employment will result in a repetition of the fcetal and
maternal mortalities and morbidity of 12 years ago.
In discussing the treatment of eclampsia the author states 
,
that more space is given to the conservative method ;
apparently, however, he is in favour of the rapid emptying
of the uterus as soon as one convulsion has occurred. It is,
however, a little difficult, reading the account given of the
treatment of this disease, to determine which plan the author
adopts in the majority of cases. The chapter dealing with
tears of the vulva and perineum is very complete and well
illustrated, and evidently the author lays great stress upon
the proper treatment and repair of such injuries. An interest-
ing practical point in this edition is the prominence given to
the advantages claimed for rectal examination in conducting
labour Dr. De Lee points out that it is extremely useful,
can be practised with very little pain to the patient, and
inasmuch as the chance of infection is practically nil, can
be repeated as often as may be necessary without increasing
the risks to the patient. The chapter on the treatment of
labour in contracted pelves is one of the bet t in the book,
and it is well worth careful note that Dr. De Lee has
obtained better results in the treatment of labour in con-
tracted pelves by the use of the exaggerated lithotomy
position than by the Walcher position. In discussing
hebosteotomy the conclusion is drawn that the operation
has been too hastily condemned ; the author’s own experience
has been favourable, and he thinks that it will hold a
permanent place in obstetric surgery. In considering home
versus hospital practice in cases of contracted pelves, for the
general practitioner prolonged expectancy is considered to be
the best treatment for all but the absolutely contracted
pelves, followed by a trial with the forceps. If this fails
craniotomy should be resorted to, as the information gained
will enable the attendant to obtain ideal arrangements for
any future deliveries.
The chapter on Caesarean section is very full and well
illustrated ; the classic variety, Kronig’s cervical Csesarean
section, and the extra-peritoneal methods are all described,
and their various indications given. At the present time the
author only practises the classical method when there
is some general indication for the operation, such as placenta
prxvia or fibroid tumours of the uterus ; in all other
cases he performs the cervical operation. He claims
for this the following advantages: that the incision is
